Introduction
In the mid-1980s reports suggested a growing use of various types ofnon-orthodox health care in the United Kingdom not generally available under the NHS.'-3 A contemporary report from the British Medical Association's board of science suggested that this might be a "passing fashion."4 In 1990, however, there is little to indicate that interest is waning. The market for nonorthodox health care seems to be buoyant, and private investment in training for treatments such as acupuncture, chiropractic, homoeopathy, and osteopathy is considerable. Such training is being pursued both by medically qualified practitioners and by those without previous medical training.
In the United Kingdom, unlike in most other
European countries, a practitioner without a registered medical qualification may legally offer health care for payment and, at present, there is no formal regulation of practice. This state of affairs may change because of pressures from home and abroad for greater regulation and control. General Medical Council guidelines make possible referrals to practitioners who do not possess medical qualifications, provided that the referring medical practitioners retain responsibility for their patients. 5 The extent of this responsibility requires clarification and is perceived as a problem by some general practitioners.6 At the same time some qualified, non-medical practitioners of the more established treatments are actively seeking statutory registration for their disciplines.
No statutory statistical information exists to inform the debates surrounding these issues. Our study goes some way to providing such data by describing the characteristics and behaviour of a national sample of non-orthodox health care practitioners and their patients and the way in which such patients make use of the two systems of health care over time and with respect to particular problems.
Methods
We focused on a particular type of non-orthodox care-that provided by qualified, non-medical practitioners belonging to national professional associations that regulate the practice of their members. All the practitioners in the study were trained in acupuncture, chiropractic, homoeopathy, medical herbalism, naturopathy, or osteopathy. The study entailed an initial postal survey, conducted in March 1987, of 2152 practitioners identified from the registers of 11 national professional associations representing practitioners in the six disciplines.
The second stage entailed a survey of the patients of a stratified random sample of 146 active practitioners, identified from the postal survey. The practitioners were stratified before sampling according to professional association membership and the length of time each practitioner had been in practice. A sample size of 5% was chosen for the six associations with membership over 100, 10% for the four with membership under 100, and 20% for the smallest association. All patients attending each of these practitioners were sampled during a specified time period allocated to each practitioner between August 1987 and July 1988. The duration of the sample period ranged from three days to two weeks, depending on the level of activity of each practitioner; a minimum of 25 patients per practitioner was sampled. The sample sizes were selected to ensure that sufficient numbers of patients were sampled within each of the diagnostic categories, thus producing a representative range of the problems presented to these non-orthodox health care practitioners. For each patient attending in the sample period a short questionnaire was completed by the practitioner, and a further, more detailed, questionnaire was given to the patient by the practitioner, to be returned directly to the research team. Patients attending more than once in the sample period were surveyed only on their first attendance.
To account for the varying duration of the sample period of each practitioner, normal working patterns, patient response rates, and the stratification of the associations' data on patients were weighted to obtain estimates of the standard average weekly numbers and characteristics of patients seen by the total practitioner population. Confidence intervals to account for any sampling error were calculated for these average weekly estimates by using the actual sample numbers for each practitioner and then reweighting. The data on patients' descriptions of their main and subsidiary problems at the sampled consultation were coded according to the World Health Organisation's International Classification ofPrimary Health Care by using the "reason for encounter" mode.' Data from the population based general household survey of 1983 were analysed to provide demographic comparisons of patients attending NHS general practitioners.8
Results
Of the 2152 questionnaires sent to practitioners identified in the first stage of the study, 1575 replies were received (73%). From these replies it was established that 26 practitioners were medically qualified; 18 could not be traced at the address given in the association register and 132 had either stopped practising or were no longer in practice in Britain. The response rate for eligible practitioners, excluding these three categories, ranged from 60% to 86% (median 72%) for the 11 associations. Taking into account practitioners written to twice as members of more than one association and the variation in response rates for each association, we estimated that 1909 non-medically qualified practitioners were actively practising one of the six disciplines as a member of one of the main professional associations in Great Britain in 1987. Practitioners' own estimates of their normal workload suggested that this group of non-orthodox practitioners undertook four million consultations in 1987, roughly one for every 55 patient consultations with a general practitioner in the NHS.
Among the treatments endorsed by a professional association membership, chiropractic and osteopathy were offered by the majority of practitioners (1107 (58%)), including naturopaths, who undergo a dual training. Ninety six (5%) of the practitioners claimed to be registered with more than one of the professional associations covered by the study, and these claims were verified in updated association registers. A further 238 practitioners (12%) offered a treatment included in the study without being a member of one of the associations. Chiropractors and osteopaths who did not also offer naturopathy were much less likely than other groups of practitioners to offer more than one type of treatment (table I) . When the eight sampled medical herbalists, who withdrew as a group from the study after the first stage, were excluded the second stage patient survey recruited 73% of the practitioners approached (101/ 138); 11 practitioners refused, 18 had either moved or stopped practising between the two stages of the study, and eight failed to complete the data collection. The achieved sample of practitioners was representative of the estimated population with respect to main treatment offered, age, sex, hours worked, and consultations reported a week. The achieved sample comprised 24 acupuncturists, 21 chiropractors, seven homoeopaths, six naturopath-osteopaths, 36 osteopaths, and seven practitioners who offered more than one of the study treatments and belonged to more than one of the professional assocations.
Information was provided on 3082 patients by these 101 practitioners, and 80% (2473) of these patients returned matched questionnaires. When the practitioner completed questionnaires were compared with the patient completed questionnaires little difference was found between the responders and non-responders with respect to age or sex; in addition, there was no evidence to suggest that the professional association membership of the practitioner had any effect on the response rates of patients. Weighting the data for the 2473 BMJ VOLUME 302 (78% (54 100) ) of the main problems reported in an average week and nearly three quarters (74% (82 400)) of all problems reported (table IV) . To examine the ways in which the behaviour and characteristics of patients might be related to the problems with which they were attending we used the more detailed International Classification of Primary Health Care codes to create nine discrete patient defined problem groups. Under this classification a strong association was observed between the type of problem that patients reported as their main reason for consulting the non-orthodox practitioner and their use of the two systems of health care (table V) . In particular, patients reporting atopic conditions, headaches, and arthritis were more likely to report the combination of previous and concurrent conventional treatment; all these patients reported that they were currently receiving medically prescribed drug treatment.
Discussion
The possibility that patients such as those in our study have rejected orthodox health care was first raised in the British Medical Association report and ascribed to a "flight from science" or a failure to understand the benefits available from modern orthodox medicine.4 Overall, our findings suggest that the patients seeking non-orthodox health care from this group of practitioners have continued to make use of orthodox medicine; almost a quarter of all patients had visited their general practitioner, for any reason and on their own behalf, in the two weeks preceding the surveyed consultation, and two thirds had received conventional treatment for their main problem, either before their non-orthodox care or concurrent with it. A substantial minority (36%), however, seems to have sought help directly from a non-orthodox practitioner, and most of this group did not report any contact with their general practitioner in the two weeks preceding the survey.
On the subject of statutory registration, the government clearly thinks that all these professions must show individually their suitability for inclusion among the state regulated professions. One potential disadvantage of this approach would be the anomalous status of practitioners offering more than one type of treatment. This study showed that, even among the most highly self regulated groups of non-orthodox practitioners, the use of multiple therapeutic approaches was quite common. State recognition of one qualification could confer credibility on all the activities of the practitioner, regardless of the training in the supplementary disciplines. 9 Though the future relation between the two systems of care remains uncertain,'" the current relation, in terms of use by patients, is clearly described in our study. Overall, our evidence suggests that, as a BMJ VOLUME 302 separate system of private health care, non-orthodox health care as provided by this group of practitioners is not deflecting appreciable demand away from the NHS, partly because of the range of problems treated and the scale on which care is provided but mainly because most patients using non-orthodox care have not turned their backs on conventional care. In this way non-orthodox health care seems to be used more often as a supplement to than as a substitute for conventional care. If, however, legitimate patient needs are being met by this group of practitioners and without evidence of greater detriment than ensues from conventional treatment the system of nonorthodox health care that they provide may best be described as having a complementary role to play in health care in the 1990s.
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Professor Design-Randomised study of diabetic patients with microalbuminuria treated with perindopril or nifedipine for 12 months and monitored for one or three months after stopping treatment depending on whether they were hypertensive or normotensive. Patients were randomised separately according to whether they were hypertensive or normotensive.
Setting-Diabetic clinics in three university teaching hospitals.
Patients-50 diabetic patients with persistent microalbuminuria. In all, 43 completed the study: 30 were normotensive and 13 hypertensive; 19 had type I diabetes and 24 had type II diabetes.
Interventions-For 12 months 20 patients were given perindopril 2-8 mg daily and 23 were given nifedipine 20-80 mg daily.
Main outcome measures -Albumin excretion rate, blood pressure, and glomerular filtration rate.
Results-Both perindopril and nifedipine significantly reduced mean blood pressure. During treatment there was no significant difference between those treated with perindopril and those treated with nifedipine with respect to albuminuria or mean blood pressure. Stopping treatment with both drugs was associated with a sustained increase in albuminuria and mean blood pressure. There was a significant correlation between mean blood pressure and albuminuria and also between the reduction in mean blood pressure and the decrease in albuminuria during treatment with both drugs. In hypertensive patients both drugs caused significant decreases in mean blood pressure and albuminuria. In normotensive patients there was no significant reduction in albuminuria with either regimen. Conclusions-In diabetic patients with microalbuminuria blood pressure seems to be an important determinant of urinary albumin excretion. Perindopril and nifedipine have similar effects on urinary albumin excretion, both preventing increases in albuminuria in normotensive patients and decreasing albuminuria in hypertensive patients.
Introduction
A proportion of patients with diabetes show modest increases in urinary albumin excretion without being positive for proteinuria on dipstick testing.' This condition is known as microalbuminuria and is considered to represent an early stage of diabetic nephropathy because patients with microalbuminuria often subsequently develop established diabetic nephropathy and overt proteinuria.'4 Preventing or retarding the progression of microalbuminuria to proteinuria may delay or reduce the risk of end stage renal failure due to diabetes.
Over the past decade studies in patients with various forms of renal disease have suggested that antihypertensive treatment may ameliorate glomerular injury.'-' Some of these studies have suggested that angiotensin converting enzyme inhibitors may confer a benefit additional to conventional antihypertensive treatment in retarding the glomerulopathy associated with renal ablation8 or streptozocin induced diabetes.9 There is also some experimental evidence that dihydropyridine calcium antagonists may improve renal function or reduce proteinuria in several models of glomerular injury.'°0 In humans clinical trials have indicated that antihypertensive treatment retards the rate of decline in renal function and reduces proteinuria in hypertensive diabetic subjects with established nephropathy.'2 13 Also, albuminuria was shown to decrease during separate studies with conventional antihypertensive agents'4 and with the angiotensin converting enzyme inhibitor enalapril'5 in microalbuminuric diabetic subjects. Several studies have been performed over the relatively short period of two to eight weeks that have directly compared angiotensin converting enzyme inhibitors with other antihypertensive agents in either normotensive'6 or hypertensive'7 diabetic patients with microalbuminuria.
The primary aim of the present study was to compare the effects of the angiotensin converting enzyme inhibitor perindopril (Servier, Neuilly, France) with
